Patient factors that predict admission to an emergency psychiatric unit following deliberate self-harm in an urban hospital in South Africa by Grobler, Kathryn
1 
Patient Factors that Predict Admission to an Emergency Psychiatric Unit 
following Deliberate Self-Harm in an Urban Hospital in South Africa 
DR K GROBLER 
Student Number GRBKAT004 
DISSERTATION SUBMITTED TO THE UNIVERSITY OF CAPE TOWN 
In partial fulfilment of the requirements for the degree  
MMed (Psychiatry) 
Faculty of Health Sciences 
UNIVERSITY OF CAPE TOWN 
Date of Submission: 14/11/2020 
Supervisors: Dr I Lewis and Prof J Bantjes 










The copyright of this thesis vests in the author. No 
quotation from it or information derived from it is to be 
published without full acknowledgement of the source. 
The thesis is to be used for private study or non-
commercial research purposes only. 
Published by the University of Cape Town (UCT) in terms 











The copyright of this thesis vests in the author. No quotation from it or 
information derived from it is to be published without full 
acknowledgement of the source. The thesis is to be used for private 
study or non-commercial research purposes only. 
 
Published by the University of Cape Town (UCT) in terms of the non-

























List of tables………………………………………………………………….8 
 




Aims and objectives………………………………………………………….16 
References…………………………………………………………………………….17 
 











DSH epidemiological study data capture form………………………………48 
Human Research Ethics Committee – initial ethics approval………………..59              
Human Research Ethics Committee – renewed ethics approval……………..60            
Hospital approval for epidemiological study…………………………………62                  
Form D19: Plagiarism declaration……………………………………………63                            
Turnitin Originality Report (front page)……………………………………...64         
Suicidology Online submission instructions …………………………………65 
4 
DECLARATION 
I, Kathryn Grobler, hereby declare that the work on which this dissertation/thesis is based 
is my original work (except where acknowledgements indicate otherwise) and that neither 
the whole work nor any part of it has been, is being, or is to be submitted for another degree 
in this or any other university. 
I empower the university to reproduce for the purpose of research either the whole or any 






Background: Suicidal behaviour is increasingly widespread in South Africa and constitutes a 
significant burden of disease, often within resource-constrained hospital settings. Little is 
known about the factors associated with psychiatric admission following an act of deliberate 
self-harm (DSH) in South Africa.  
 
Aim: The aim of this study was to investigate the sociodemographic and clinical factors which 
differentiated DSH patients who were admitted to an emergency psychiatric unit compared to 
those who were treated in the emergency department and discharged.  
 
Setting: Data were collected for 272 consecutive patients presenting to the emergency 
department of a tertiary, public, urban hospital in South Africa, as a result of self harm, between 
16 June 2014 and 29 March 2015, for an initial epidemiological study of DSH at the hospital. 
This study had a data subset of 174 of those patients (84 admitted to the emergency psychiatric 
unit and 90 treated in the emergency department and discharged).  
 
Methods: This study was a retrospective cross-sectional analysis, and it analysed existing data 
from the epidemiological study, using bivariate and multivariate logistic regression analysis.  
 
Results: Of the patients admitted to the emergency psychiatric unit, a greater proportion of 
patients were female (61,9%), were not in a relationship (83,3%), had no dependents (60,7%), 
were unemployed (73,8%), and had a low socioeconomic status (59,5%). Having dependants 
was associated with an increased likelihood of admission to the emergency psychiatric unit in 
bivariate analysis; however, when controlling for other sociodemographic variables, this was 
no longer significant. None of the clinical variables were significantly associated with 
admission to the emergency psychiatric unit.  
 
Conclusion: The lack of significant findings in the sociodemographic and clinical factors 
associated with an admission to the emergency psychiatric unit (compared to being treated in 
the emergency department and discharged) is surprising. At face value, it suggests that there 
are no obvious differences between the two groups. The use of a validated screening tool or 
more accurate measure of the clinical correlates (e.g. screening tool for substance-related 
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disorders) could have better highlighted, perhaps subtle, differences between the two groups. 
It is perhaps more important to question whether the perceived risk factors in DSH patients are 
associated with suicidal behaviour and whether emergency psychiatric unit admission, based 
on these factors, is more effective at treating DSH short-term, and reducing suicidal behaviour 
long-term, than say outpatient-based treatment interventions. Clinician-related factors that 
influence psychiatric admission decisions following DSH is also an important area for future 
research.  
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APA – American Psychiatric Association 
 
DSH – deliberate self-harm 
 
ED – emergency department 
 
EPU – emergency psychiatric unit 
 
PSIS – Pierce Suicidal Intent Scale 
 
RRRS – Risk-Rescue Rating Scale (Weisman & Worden) 
 
SA – South Africa 
 
SES – socioeconomic status 
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Suicide is recognised as a global public health priority, with close to 800 000 people dying 
annually due to suicide, and the second leading cause of death among 15 to 29-year-olds 
globally in 2016 (Naghavi, 2019). Suicide is thus one of the priority conditions in the World 
Health Organisation Mental Health Gap Action Programme, which provides guidance on 
service provision for mental, neurological and substance use disorders (WHO, 2016). 
 
Suicidal behaviour is a public health problem globally. Suicidal behaviour is increasing in 
South Africa and is a significant burden of disease. It is a “complex phenomenon and risk 
factors are multifactorial and multidimensional” (Schlebusch, 2012) (p437). South Africa is a 
country characterised by high levels of psychological distress and a high estimated lifetime 
prevalence of psychiatric disorders, with relatively early onset of these disorders (Stein, et al., 
2008). There is a dearth of mental healthcare services in the country, especially in the 
constrained, government-funded public sector healthcare system which serves about 84% of 
the population, and which spends only 5% of the total annual public health budget on mental 
healthcare (Docrat, Besada, Cleary, Daviaud, & Lund, 2019). Approximately 6 500 suicides 
and 130 000 suicide attempts occur annually in South Africa (Burrows & Schlebusch, 2008). 
In our study we looked at factors that make someone at risk of suicide more likely to be 
admitted to an emergency psychiatric unit, proposing that while there was an overlap with the 
risk factors for suicide, the factors were not the same. 
 
For the purposes of our study, deliberate self-harm (DSH) is defined as an intentional act with 
non-fatal outcome in which an individual deliberately engages in self-injurious behaviour with 
the intention of ending their life (Platt, et al., 1992). Historically there have been challenges in 
definitions in suicidology, with resulting confusion, with the terms ‘parasuicide’, ‘attempted 
suicide’ and ‘deliberate self-harm or self-poisoning’ found to be problematic and inadequate. 
The latest terminology proposed by the WHO/EURO Multicentre Study is ‘non-fatal suicidal 
behaviour, with or without injuries’ (De Leo, Burgis, Bertolote, Kerkhof, & Bille-Brahe, 2006). 
The new outcome-based terms, ‘fatal’ and ‘non-fatal’ suicidal behaviour are intended to be 
non-judgemental, culturally-sensitive and descriptive. The term DSH was used in our study for 
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continuity sake, as the same term had been used in the larger, completed epidemiological study, 
of which our study formed part. 
 
Our study was conducted in an urban hospital and every patient presenting to the emergency 
department (ED) with DSH was assessed by an ED doctor. The assessment included gauging 
the severity of the injury, providing necessary medical support, evaluating mental health 
problems and continuing risk of self-harm, and determining the appropriate disposition of the 
patient. Patients deemed to be at low risk of further self-harm were discharged from the ED by 
the ED doctor, and those assessed as being at medium to high risk of ongoing self-harm were 
referred to psychiatry. The psychiatry doctor then decided whether the patient required 




This literature review will begin by describing the scales that are used to measure suicidal 
behaviours and suicidal intent. It will then explore the available literature on patient factors, 
both sociodemographic and clinical, that are associated with psychiatric admission following 
DSH. Lastly some of the non-clinical factors associated with such an admission will be 
mentioned. 
 
Suicide rating scales 
 
The Pierce Suicidal Intent Scale (PSIS) was used in the ED to assess suicide risk. This is a 
clinician administered self-report instrument composed of 12 questions assessing aspects of 
suicidal intent, such as the patient’s perception of the lethality of their self-harm, efforts to 
isolate oneself so as to avoid being rescued, writing a suicide note, and regret at having survived 
the act (Pierce, 1977). PSIS scores range from a minimum of zero to a maximum of 25, with 
scores of zero to three indicating low intent, four to six indicating moderate intent and scores 
greater than 11 indicating high suicidal intent. Although it is recommended practice for the 
PSIS to be administered to all self-harm patients treated at the hospital, it was found that these 
were done for just over half of the patients (Bantjes, et al., 2017).  
 
Various other suicide clinical rating scales exist. The Weisman and Worden Risk-Rescue 
Rating Scale (RRRS) is used to assess the severity of suicide attempts using five risk and five 
 11 
rescue factors. The five risk factors are: agent used, impaired consciousness, lesions/toxicity, 
reversibility and treatment required. The five rescue factors are: location of attempt, person 
initiating rescue, probability of discovery by any rescuer, accessibility to rescue and delay until 
discovery (Weisman & Worden, 1972). The Beck’s Suicide Intent Scale (SIS) is a validated, 
semi-structured, interviewer administered assessment scale consisting of 15 items. The scale 
consists of two sections, the first of which is objective, and in the second section, subjective 
characteristics of the suicide attempt are evaluated. Scoring is classified as follows: less than 
10 points “low-intent”, 10-15 points “intermediate-intent” and more than 15 points “high-
intent” suicides (Beck, Schuyler, & Herman, 1974). 
 
Suicide clinical rating scales have limited usefulness in the assessment of suicidal risk and have 
largely been discredited. While clinical rating scales cannot predict suicide in the individual, 
nor accurately assess suicide risk, and strict cut-off scores should not be used to determine 
admission to hospital, they should be used as an adjunct to suicide risk assessment (Cochrane-
Brink, Lofchy, & Sakinofsky, 2000). A study that included the five rescue factors of the 
Weisman and Worden Risk-Rescue Rating Scale (RRRS), in its explanatory variables, found 
that only one of the factors (delay until discovery of more than one hour) was a significant 
predictor of psychiatric admission – again highlighting the limited clinical usefulness of suicide 
rating scales (Miret, et al., 2011). Statistical models predicting hospitalisation decisions which 
were based on the Beck’s Suicide Intent Scale (SIS) score/items had lower specificity and 
sensitivity when compared to those based on clinical variables (Baca-García, et al., 2004).  
 
In our study the PSIS was considered as nothing more than an independent clinical variable. 
The international literature identifies several patient factors, both sociodemographic and 
clinical, that were associated with psychiatric admission following DSH. 
 




Globally more males die by suicide than females; in contrast more females than males attempt 
suicide and generally more females are admitted to hospital for suicide attempts (Hawton & 
Van Heeringen, 2000). The WHO/EURO multicentre study confirms a higher female rate of 
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suicide attempts, with a median female to male ratio of 1.5:1 (Platt, et al., 1992). Male gender 
is an independent predictor of suicide risk (Cooper, Lawlor, Hiroeh, Kapur, & Appleby, 2003), 
as well as of high-intent suicide attempts (Sudhir Kumar, Mohan, Ranjith, & Chandrasekaran, 
2006). Male gender was one of the variables found to predict EPU admission following a 
suicide attempt (Miret, et al., 2011). A local study of gender differences and medical service 
utilisation among DSH patients seeking treatment, conducted at the same urban hospital as this 
study, found that females were approximately 2.5 times more likely than males to be treated in 
the ED and discharged. Males were 1.8 times more likely to be admitted to the EPU (Bantjes, 




High-intent suicide attempters, classified using Beck’s SIS, admitted to a general hospital were 
significantly more likely to be single and male. They also had significantly higher lethality and 
recent stressful life-event scores (Sudhir Kumar, Mohan, Ranjith, & Chandrasekaran, 2006). 
Living alone was also found to be independently associated with being admitted (Jimenez-
Trevino, et al., 2015). 
 
History of DSH/suicide attempt 
 
The American Psychiatric Association (APA)’s “Practice Guideline for the Assessment and 
Treatment of Patients With Suicidal Behaviours” suggests several factors favouring inpatient 
hospitalisation for suicidal patients with a psychiatric disorder, including past attempts, 
psychosis, and persistent or specific suicidal plans with high lethality or intent (Association, 
2004).  
 
Goldberg and colleagues (2007) examined the discriminant value of suicide risk factors for 
predicting hospitalisation among patients with suicidal ideation seen in an urban psychiatric 
emergency service, and to what extent these factors corresponded to those identified by the 
APA practice guideline. The resulting logistic regression model involved a combination of 
three independent variables that best predicted hospitalisation: having a specific suicide plan, 
the presence of current psychosis and a history of past suicide attempt (Goldberg, Ernst, & 
Bird, 2007). A suicide attempt in the year prior to hospital admission was associated with 
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increased odds of hospitalisation (Baca-García, et al., 2004), as was a previous history of 




People without a substance-related disorder were more likely to be admitted to an EPU after a 
suicide attempt (Miret, et al., 2011). A French study focussing on the impact of alcohol use 
disorder on hospitalisation decisions found that suicide intent, a past history of suicide attempts, 
bipolar disorder and depression were found to be associated with psychiatric admissions after 
a suicide attempt. Despite alcohol use disorder being known to be associated with increased 
suicide risk, it was not linked with psychiatric admission, and nor was a positive blood alcohol 
concentration in the ED (Salles, Calonge, Franchitto, Bougon, & Schmitt, 2018).  
 
One conflicting study reported that drug or alcohol consumption during the attempt was found 
to be one of the main variables associated with decision to hospitalise (Baca-García, et al., 
2006). 
 
Level of suicidal intent 
 
A multicentre DSH monitoring study done in Manchester found that the three most important 
independent predictors of suicide risk, assessed by ED doctors, were: current mental state, high 
suicidal intent (including seriousness of attempt) and male gender. Background risk factors 
such as social adversity and psychiatric history carried less weight (Cooper, Lawlor, Hiroeh, 
Kapur, & Appleby, 2003). In another multicentre study done in Spain, intent of the suicidal 
behaviour was the factor with the greatest association with admission (Jimenez-Trevino, et al., 
2015). Suicide planning was a predictor of EPU admission (Miret, et al., 2011). 
 
Method of DSH 
 
Adult suicide attempters who used or planned to use a potentially lethal method, such as 
jumping, hanging or burning, were more likely to be hospitalised, regardless of the actual harm 
done (Baca-García, et al., 2004), (Miret, et al., 2011). A DSH method not involving drug 
overdose was more likely to be associated with EPU admission (Jimenez-Trevino, et al., 2015). 
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History of psychiatric illness 
 
People with a diagnosis of schizophrenia (or other psychotic disorder), mood disorder or 
personality disorder were independently more likely to be admitted to psychiatric hospitals 
after attempted suicide (Jimenez-Trevino, et al., 2015), (Suominen & Lonnqvist, 2006). A 
history of psychiatric inpatient treatment or previous psychiatric hospitalisation was also 
associated with admission following a suicide attempt (Baca-García, et al., 2004), (Miret, et 
al., 2011). 
 
Patients with borderline personality disorder often have chronic suicidal tendencies with 
repetitive acts of self-harm. One in ten patients with borderline personality disorder completes 
suicide (Paris, 2002). Hospitalisation is of unproven value in preventing suicide in these 
patients and can sometimes have negative effects. Repeated admissions are often ineffective 
and counterproductive. Suicidal risk is not a contraindication for outpatient management and a 
clinician’s fear of potential litigation resulting from a completed suicide should not be the 
reason for admission (Paris, 2002). 
 
Young people (age 7-24 years) with a diagnosis of a mental disorder, particularly depression, 
and those that were prescribed a psychotropic medication were more likely to be admitted 




Other factors from the literature that predicted EPU admission were: lack of family support 
(Baca-García, et al., 2006), low psychosocial functioning (Baca-García, et al., 2004), low 
expectations for being found after the attempt (Baca-García, et al., 2004), somatic illness 
(Suominen & Lonnqvist, 2006), and older age (Hepp, Moergeli, Trier, Milos, & Schnyder, 
2004). Another factor was attitude toward the attempt, and specifically an intention to repeat 
(Baca-García, et al., 2004), (Baca-García, et al., 2006). The patient’s attitude toward the suicide 
attempt, especially not verbalising adequate criticism of the attempt, was found to be the best 







Admission to an EPU, or referral to a psychiatric hospital for admission, following DSH most 
commonly occurred when patients presented during daytime hours (Arensman, et al., 2018) or 
on a weekday (Suominen & Lonnqvist, 2006). It was found that the different treatment 
practices of EDs/hospitals also influence treatment decisions and admission rates (Suominen 
& Lonnqvist, 2006) and there is significant hospital variation in DSH treatment practices 




Several sociodemographic and clinical factors associated with psychiatric hospitalisation 
following DSH have been identified in the international literature, with recurring 
sociodemographic factors being: male gender; older age; living alone; unemployment; low 
psychosocial functioning; and single marital status. Recurring clinical factors are: a 
psychiatric disorder, especially depression or schizophrenia; previous psychiatric 
hospitalisation; not having a substance-related disorder; lack of alcohol consumption 
preceding attempt; use of a potentially lethal method, aggressive or violent means, or a method 
not involving drug overdose. In addition to these are previous attempts (especially within the 
last year) or history of suicide spectrum behaviours; ongoing suicidal ideation, intent or 
planning; presence of current psychosis; and the patient’s expressed intent regarding the 
attempt and attitude toward the attempt.  
 
Baca-Garcia concluded that psychiatrists appear to place more weight on patients’ self-
reporting in deciding on admission, focussing on details of the DSH attempt and future plans, 
rather than on demographic, diagnostic or psychosocial factors. In addition, clinical assessment 
was found to be superior to the use of a suicide intent scale or similar research tool-based 
assessment (Baca-García, et al., 2004). A triage based only on sociodemographic and clinical 
characteristics, as well as suicide risk factors, could result in too frequent admissions of patients 








This study identified a gap in the research literature, certainly in the South African context.  
The ‘statistical’ risk factors for suicide are well-recognised: over 45 years, male, divorced or 
widowed, unemployed, socially isolated, chronic illness, substance abuse, psychosis, severe 
depression, severe personality disorder, multiple previous suicide attempts, having an available 
and lethal method. The factors that make someone at risk of suicide more likely to be admitted 
to an EPU have not been described. It is these risk factors that this study explored. We proposed 
that there was overlap with the risk factors for suicide, but that the factors were not the same.  
 
Given the high reported rates of DSH in South Africa and the resource-constrained public 
health care system, patient factors predicting psychiatric admission following DSH was 
deemed an important area for research which could inform future guidelines and 
recommendations to improve outcomes and better allocate resources.  
 
Aims and objectives 
 
The aim of this study was to investigate the sociodemographic and clinical factors which 
differentiated DSH patients who were admitted to an EPU compared to those who were treated 
in the ED and discharged. The objectives were to determine associations between being 
admitted to an EPU (as opposed to being treated in ED and discharged) following an act of 
DSH and: 
1) sociodemographic factors (gender, relationship status, number of dependents, 
completed level of education, employment status and socioeconomic status)  
2) clinical factors (method of DSH, substance use at the time of DSH, chronic substance 
use, level of suicidal intent, level of consciousness, suicidal compared to non-suicidal 
self-injury, history of DSH)  
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Background: Suicidal behaviour is increasingly widespread in South Africa and constitutes a 
significant burden of disease, often within resource-constrained hospital settings. Little is 
known about the factors associated with psychiatric admission following an act of deliberate 
self-harm (DSH) in South Africa.  
 
Aim:  The aim of this study was to investigate the sociodemographic and clinical factors which 
differentiated DSH patients who were admitted to an emergency psychiatric unit compared to 
those who were treated in the emergency department and discharged.   
 
Setting: Data were collected for 272 consecutive patients presenting to the emergency 
department of a tertiary, public, urban hospital in South Africa, as a result of self harm, between 
16 June 2014 and 29 March 2015, for an initial epidemiological study of DSH at the hospital. 
This study had a data subset of 174 of those patients (84 admitted to the emergency psychiatric 
unit and 90 treated in the emergency department and discharged).  
 
Methods: This study was a retrospective cross-sectional analysis, and it analysed existing data 
from the epidemiological study, using bivariate and multivariate logistic regression analysis.  
 
Results: Of the patients admitted to the emergency psychiatric unit, a greater proportion of 
patients were female (61,9%), were not in a relationship (83,3%), had no dependents (60,7%), 
were unemployed (73,8%), and had a low socioeconomic status (59,5%). Having dependants 
was associated with an increased likelihood of admission to the emergency psychiatric unit in 
bivariate analysis; however, when controlling for other sociodemographic variables, this was 
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no longer significant. None of the clinical variables were significantly associated with 
admission to the emergency psychiatric unit.  
 
Conclusion: The lack of significant findings in the sociodemographic and clinical factors 
associated with an admission to the emergency psychiatric unit (compared to being treated in 
the emergency department and discharged) is surprising. At face value, it suggests that there 
are no obvious differences between the two groups. The use of a validated screening tool or 
more accurate measure of the clinical correlates (e.g. screening tool for substance-related 
disorders) could have better highlighted, perhaps subtle, differences between the two groups. 
It is perhaps more important to question whether the perceived risk factors in DSH patients are 
associated with suicidal behaviour and whether emergency psychiatric unit admission, based 
on these factors, is more effective at treating DSH short-term, and reducing suicidal behaviour 
long-term, than say outpatient-based treatment interventions. Clinician-related factors that 
























Suicidal behaviour is a public health problem globally. Suicidal behaviour is increasing in 
South Africa and is a significant burden of disease. It is a “complex phenomenon and risk 
factors are multifactorial and multidimensional” (Schlebusch, 2012) (p437). South Africa is a 
country characterised by high levels of psychological distress and a high estimated lifetime 
prevalence of psychiatric disorders, with relatively early onset of these disorders (Stein, et al., 
2008). There is a dearth of mental healthcare services in the country, especially in the 
constrained, government-funded public sector healthcare system which serves about 84% of 
the population, and which spends only 5% of the total annual public health budget on mental 
healthcare (Docrat, Besada, Cleary, Daviaud, & Lund, 2019). Approximately 6 500 suicides 
and 130 000 suicide attempts occur annually in South Africa (Burrows & Schlebusch, 2008). 
 
For the purposes of this study, deliberate self-harm (DSH) is defined as an intentional act with 
non-fatal outcome in which an individual deliberately engages in self-injurious behaviour with 
the intention of ending their life (Platt, et al., 1992).  
 
Suicide rating scales 
 
The Pierce Suicidal Intent Scale (PSIS) was used in the emergency department (ED) to assess 
suicide risk. This is a clinician administered self-report instrument composed of 12 questions 
assessing aspects of suicidal intent, such as the patient’s perception of the lethality of their self-
harm, efforts to isolate oneself so as to avoid being rescued, writing a suicide note, and regret 
at having survived the act (Pierce, 1977). PSIS scores range from a minimum of zero to a 
maximum of 25, with scores of zero to three indicating low intent, four to six indicating 
moderate intent and scores greater than 11 indicating high suicidal intent. Although it is 
recommended practice for the PSIS to be administered to all self-harm patients treated at the 
hospital, it was found that these were done for just over half of the patients (Bantjes, et al., 
2017).  
 
Suicide clinical rating scales have limited usefulness in the assessment of suicidal risk and have 
largely been discredited. While clinical rating scales cannot predict suicide in the individual, 
nor accurately assess suicide risk, and strict cut-off scores should not be used to determine 
 24 
admission to hospital, they should be used as an adjunct to suicide risk assessment (Cochrane-
Brink, Lofchy, & Sakinofsky, 2000). A study that included the five rescue factors of the 
Weisman and Worden Risk-Rescue Rating Scale (RRRS) in its explanatory variables found 
that only one of the factors (delay until discovery of more than one hour) was a significant 
predictor of psychiatric admission – again highlighting the limited clinical usefulness of suicide 
rating scales (Miret, et al., 2011). Statistical models predicting hospitalisation decisions which 
were based on the Beck’s Suicide Intent Scale (SIS) score/items had lower specificity and 
sensitivity when compared to those based on clinical variables (Baca-García, et al., 2004).  
 
In our study the PSIS was considered as nothing more than an independent clinical variable. 
The international literature identifies several patient factors, both sociodemographic and 
clinical, that were associated with psychiatric admission following DSH. 
 




Male gender is an independent predictor of suicide risk (Cooper, Lawlor, Hiroeh, Kapur, & 
Appleby, 2003), as well as of high-intent suicide attempts (Sudhir Kumar, Mohan, Ranjith, & 
Chandrasekaran, 2006). Male gender was one of the variables found to predict admission to an 
emergency psychiatric unit (EPU) following a suicide attempt (Miret, et al., 2011). A local 
study of gender differences and medical service utilisation among DSH patients seeking 
treatment, conducted at the same urban hospital as this study, found that females were 
approximately 2.5 times more likely than males to be treated in the ED and discharged. Males 




High-intent suicide attempters, classified using Beck’s SIS, admitted to a general hospital were 
significantly more likely to be single and male. They also had significantly higher lethality and 
recent stressful life-event scores (Sudhir Kumar, Mohan, Ranjith, & Chandrasekaran, 2006). 
Living alone was also found to be independently associated with being admitted (Jimenez-
Trevino, et al., 2015). 
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History of DSH/suicide attempt 
 
The American Psychiatric Association (APA)’s “Practice Guideline for the Assessment and 
Treatment of Patients With Suicidal Behaviours” suggests several factors favouring inpatient 
hospitalisation for suicidal patients with a psychiatric disorder, including past attempts, 
psychosis, and persistent or specific suicidal plans with high lethality or intent (Association, 
2004).  
 
Goldberg and colleagues (2007) examined the discriminant value of suicide risk factors for 
predicting hospitalisation among patients with suicidal ideation seen in an urban psychiatric 
emergency service, and to what extent these factors corresponded to those identified by the 
APA practice guideline. The resulting logistic regression model involved a combination of 
three independent variables that best predicted hospitalisation: having a specific suicide plan, 
the presence of current psychosis and a history of past suicide attempt (Goldberg, Ernst, & 
Bird, 2007). A suicide attempt in the year prior to hospital admission was associated with  
increased odds of hospitalisation (Baca-García, et al., 2004), as was a previous history of 




People without a substance-related disorder were more likely to be admitted to an EPU after a 
suicide attempt (Miret, et al., 2011). A French study focussing on the impact of alcohol use 
disorder on hospitalisation decisions found that suicide intent, a past history of suicide attempts, 
bipolar disorder and depression were found to be associated with psychiatric admissions after 
a suicide attempt. Despite alcohol use disorder being known to be associated with increased 
suicide risk, it was not linked with psychiatric admission, and nor was a positive blood alcohol 
concentration in the ED (Salles, Calonge, Franchitto, Bougon, & Schmitt, 2018).  
 
One conflicting study reported that drug or alcohol consumption during the attempt was found 





Level of suicidal intent 
 
A multicentre DSH monitoring study done in Manchester found that the three most important 
independent predictors of suicide risk, assessed by ED doctors, were: current mental state, high 
suicidal intent (including seriousness of attempt) and male gender. Background risk factors 
such as social adversity and psychiatric history carried less weight (Cooper, Lawlor, Hiroeh, 
Kapur, & Appleby, 2003). In another multicentre study done in Spain, intent of the suicidal 
behaviour was the factor with the greatest association with admission (Jimenez-Trevino, et al., 
2015). Suicide planning was a predictor of EPU admission (Miret, et al., 2011). 
 
Method of DSH 
 
Adult suicide attempters who used or planned to use a potentially lethal method, such as 
jumping, hanging or burning, were more likely to be hospitalised, regardless of the actual harm 
done (Baca-García, et al., 2004), (Miret, et al., 2011). A DSH method not involving drug 
overdose was more likely to be associated with EPU admission (Jimenez-Trevino, et al., 2015). 
 
History of psychiatric illness 
 
People with a diagnosis of schizophrenia (or other psychotic disorder), mood disorder or 
personality disorder were independently more likely to be admitted to psychiatric hospitals 
after attempted suicide (Jimenez-Trevino, et al., 2015), (Suominen & Lonnqvist, 2006). A 
history of psychiatric inpatient treatment or previous psychiatric hospitalisation was also 
associated with admission following a suicide attempt (Baca-García, et al., 2004), (Miret, et 
al., 2011). 
 
Patients with borderline personality disorder often have chronic suicidal tendencies with 
repetitive acts of self-harm. One in ten patients with borderline personality disorder completes 
suicide. Hospitalisation is of unproven value in preventing suicide in these patients and can 
sometimes have negative effects. Repeated admissions are often ineffective and 
counterproductive (Paris, 2002).  
 
Other factors from the literature that predicted EPU admission were: lack of family support 
(Baca-García, et al., 2006), low psychosocial functioning (Baca-García, et al., 2004), low 
 27 
expectations for being found after the attempt (Baca-García, et al., 2004), somatic illness 
(Suominen & Lonnqvist, 2006), and older age (Hepp, Moergeli, Trier, Milos, & Schnyder, 
2004). Another factor was attitude toward the attempt, and specifically an intention to repeat 
(Baca-García, et al., 2004), (Baca-García, et al., 2006). The patient’s attitude toward the suicide 
attempt, especially not verbalising adequate criticism of the attempt, was found to be the best 




Admission to an EPU, or referral to a psychiatric hospital for admission, following DSH most 
commonly occurred when patients presented during daytime hours (Arensman, et al., 2018) or 
on a weekday (Suominen & Lonnqvist, 2006). It was found that the different treatment 
practices of EDs/hospitals also influence treatment decisions and admission rates (Suominen 
& Lonnqvist, 2006) and there is significant hospital variation in DSH treatment practices 
(Arensman, et al., 2018). 
 
In summary, several sociodemographic and clinical factors associated with psychiatric 
hospitalisation following DSH have been identified in the international literature, with 
recurring sociodemographic factors being: male gender; older age; living alone; 
unemployment; low psychosocial functioning; and single marital status. Recurring clinical 
factors are: a psychiatric disorder, especially depression or schizophrenia; previous 
psychiatric hospitalisation; not having a substance-related disorder; lack of alcohol 
consumption preceding attempt; use of a potentially lethal method, aggressive or violent 
means, or a method not involving drug overdose. In addition to these are previous attempts 
(especially within the last year) or history of suicide spectrum behaviours; ongoing suicidal 
ideation, intent or planning; presence of current psychosis; and the patient’s expressed intent 
regarding the attempt and attitude toward the attempt.  
 
This study identified a gap in the research literature, certainly in the South African context. The 
author is not aware of any such studies done in other low- and middle-income countries, 
including other African countries. While ‘statistical’ risk factors for suicide are well-
recognised, the factors that make someone at risk of suicide more likely to be admitted to an 
EPU have not been described. It is these risk factors that this study explored. We proposed that 
there was overlap with the risk factors for suicide, but that the factors were not the same. Given 
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the high reported rates of DSH in South Africa and the resource-constrained public health care 
system, patient factors predicting psychiatric admission following DSH was deemed an 
important area for research which could inform future guidelines and recommendations to 




The aim of this study was to investigate the sociodemographic and clinical factors which 
differentiated DSH patients who were admitted to an EPU compared to those who were treated 
in the ED and discharged. The objectives were to determine associations between being 
admitted to an EPU (as opposed to being treated in ED and discharged) following an act of 
DSH and: 
1) sociodemographic factors (gender, relationship status, number of dependents, 
completed level of education, employment status and socioeconomic status)  
2) clinical factors (method of DSH, substance use at the time of DSH, chronic substance 
use, level of suicidal intent, level of consciousness, suicidal compared to non-suicidal 
self-injury, history of DSH)  




This was a retrospective cross-sectional analysis, part of a larger, completed epidemiological 
study of DSH, and analysed existing data from the larger study. Data were collected for the 
larger, epidemiological study from 272 consecutive self-harm patients presenting to the ED of 
a hospital in SA between 16 June 2014 and 29 March 2015. The hospital is a large tertiary, 
academic, public hospital in an urban city that serves a catchment population of 1.5 million 
people as part of a network of primary healthcare clinics and secondary hospitals (Myer, Smith, 
& Mayosi B, 2012). 
 
Every patient presenting to the ED with DSH was assessed by an ED doctor. The assessment 
included gauging the severity of the injury, providing necessary medical support, evaluating 
mental health problems and continuing risk of self-harm, and determining the appropriate 
disposition of the patient. Patients deemed to be at low risk of further self-harm were discharged 
from the ED by the ED doctor, and those assessed as being at medium to high risk of ongoing 
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self-harm were referred to psychiatry. The psychiatry doctor then decided whether the patient 
required admission to the EPU. 
 
Of the data set (n=174), 84 patients were admitted to an EPU and 90 patients were treated in 
the ED and discharged. Of the initial larger data set, 98 patients were admitted to medical 
wards, with the need primarily for medical care [short-stay medical wards (64 patients), 
intensive care units or high care wards (17 patients), and long-stay medical or surgical wards 
(17 patients)]. As we were interested in factors predicting admission to the EPU we did not 
consider the patients admitted to medical wards. The analysis compared patients treated in the 
ED (i.e. patients who did not require any inpatient medical treatment) and discharged with 
patients admitted to the EPU.   
 
Although excluded from our study, the cohort of patients who required emergency medical or 
surgical intervention likely represents those with more serious DSH attempts and increased 
overall severity. They are an important, high-risk group of patients, who would receive 





Data were collected from the medical records of patients which contained information recorded 
by doctors in the ED. The recording of this data was part of the routine clerking of all DSH 
patients treated in the ED, and purposefully extracted from the medical records by an 
experienced psychiatric nurse and masters research students using a data capture form, under 
the supervision of a psychologist. The following information was collected:  
(1) Sociodemographic characteristics. Data were captured for age, gender (self-identified male 
versus female), relationship status (married/relationship versus not in a relationship), number 
of dependants (one or more dependents versus no dependents), completed level of education 
(tertiary education versus no tertiary education), employment status (employed versus 
unemployed) and monthly family income. We coded socioeconomic status (SES) as low SES 
(if monthly family income was below ZAR76 800) or high SES (if monthly family income was 
above ZAR76 801).  
(2) Clinical characteristics. The following clinical data were recorded: method of DSH, 
substance use at the time of DSH, chronic substance use, suicidal (i.e., non-zero intent to die) 
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compared to non-suicidal self-injury (i.e., zero intent to die), previous DSH, level of suicidal 
intent, level of consciousness on admission. We made use of the 12-item Pierce Suicidal Intent 
Scale (PSIS) to objectively measure the level of suicidal intent. A PSIS score of below 12 was 
regarded as ‘low to moderate suicidal intent’ and a score of 12 and above as ‘high suicidal 
intent’. The Glasgow Coma Scale (GCS) was used to measure a patient’s level of 
responsiveness to stimuli (i.e., level of consciousness) on admission to the ED. We regarded a 
score of 13 to 15 to indicate no or minimal depression in level of consciousness (LOC), a score 
of 9 to 12 to indicate a moderately depressed LOC, and a score of 8 or less to indicate a 
significantly depressed LOC.  
 
The author could not find any existing studies assessing the reliability or validity of PSIS. 
Although for the similar Beck’s Suicide Intent Scale (SIS), statistical models based on the SIS 
score/items had lower specificity and sensitivity in predicting hospitalisation decisions when 
compared to models based on clinical variables (Baca-García, et al., 2004). The GCS was 
developed by two neurosurgeons and was initially designed to assess LOC in head injured 
patients. In a study of its reliability, only moderate degrees of interrater agreement for the total 
score and its component scores were found (Gill, Reiley, & Green, 2004). 
 
(3) Stated intentions of DSH. Patients’ stated intentions for engaging in DSH were categorised 
thus: regulate the behaviour of someone else, regulate emotional state, escape a situation, 
communicate something (e.g., distress), accidental self-injury (as opposed to deliberate self-
injury), and other reasons not covered in the previous categories. Where patients reported 
multiple intentions, they were included in more than one category. These categories of stated 
intention were determined from the results of a previous study exploring motives and intentions 
for self-harm in this sample (van Zyl et al, in press).  
(4) Stated reason for DSH. Patients’ stated reasons for engaging in DSH were categorised as: 
financial concerns, marital or romantic relationship issues, family conflict, medical illness, 
psychiatric illness, bereavement, academic concerns, social issues (i.e. isolation, friendship 
problems, legal problems) and unplanned pregnancy. These categories of stated reason were 
also determined from the results of the above-mentioned study by van Zyl. 
 
The issue of intention in suicidology is multidimensional and complex, and notoriously 
difficult to measure, whether by suicide rating scales or by clinical risk assessment. Andriessen 
makes terminological distinction between “the retrospective perspective of motives versus the 
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prospective perspective of intentions”, and argues that the latter is more closely linked to 




Data were captured, cleaned, and analysed using the Statistical Package for Social Sciences 
(SPSS). Descriptive statistics were used to describe sample characteristics. Bivariate logistic 
regression analysis was used to determine the association between sociodemographic 
characteristics, clinical characteristics, stated intention of DSH and stated reason for DSH, and 
admission to the EPU following DSH. Then, multivariate logistic regression analysis was used 
to investigate which variables best predicted admission to the EPU following DSH, while 
controlling for the other variables in the model. The results of the multivariate logistic 
regression models were reported as adjusted odds ratios with 95% confidence intervals. For all, 




Ethical approval for the study was obtained from the Health Sciences Research Ethics 
Committee at University of Cape Town (reference: 248/2019). Institutional permission for the 
initial epidemiological study was obtained from the relevant provincial and hospital authorities. 


















Table 1 shows the sample characteristics. The sample consisted of 174 patients, of which 90 
(51.7%) were treated in the ED and discharged, and 84 (48.3%) were admitted to the EPU. The 
sample consisted predominantly of individuals who identified as female (n=103, 59.2%), 
English speaking (n=97, 55.7%), single (n=132, 75.9%), with no dependants (n=117, 67.2%), 
secondary school level of education (n=73, 42.0%), unemployed (n=92, 52.9%), and low SES 
(n=100, 57.5%). 
 
Table 1. Sample characteristics (n=174). 
   
  N % 
Self-identified gender  Male 71 40,8 
Female 103 59,2 
Relationship status  Single 27 15,5 
In a 
relationship  146 83,9 
Not known 1 0,6 
Dependants No dependants 117 67,2 
Dependants 54 31,0 
Not known  3 1,7 
Education  Tertiary 31 17,8 
Secondary 73 42,0 
Primary 70 40,2 
Employment status  Student 39 22,4 
Unemployed 92 52,9 
Employed 34 19,5 
Retired 4 2,3 
Not known  5 2,9 
History of previous 
attempts  
None 52 29,9 
One 35 20,1 
Multiple  33 19,0 
Not known  54 31,0 
 
 Mean  S. D 
Age  30,99 13,609 
PSIS 10,00 5,223 




Sociodemographic factors associated with admission to the emergency psychiatry unit: 
Table 2 shows results of the bivariate analysis of sociodemographic factors associated with 
admission to the EPU. Having dependants was significantly associated with a significantly 
increased likelihood of admission to the EPU (OR=4.78, 95% CI=2.37-9.73, p=0.00), as 
opposed to being treated in the ED and discharged. No other sociodemographic variables were 
significantly associated with admission to the EPU.  
 
The results of the multivariate logistic regression with sociodemographic factors as predictors 
of admission to the EPU are shown in Table 3.  When controlling for the influence of all other 
sociodemographic variables, the number of dependants was no longer significantly associated 
with admission to the EPU. The multivariate model was not statistically significant [x2(6) 
=5.33, p=0.50] and accounted for only 5% of the variance in admission (Nagelkerke R 
Square=0.05). 
 
Table 2. Bivariate analysis of sociodemographic factors associated with admission to the EPU 
following an act of DSH (n=174). 
 Admitted 




































0.000 1 0.985 0.992 
(0.436-2.26) 
Number of dependants: 
One or more dependants 
(1) 












23.2 1 0.000* 4.78 (2.37-
9.73) * 
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Not known 1 (1.2%) 2 (2.2%) 
Completed level of 
education: 
Primary or secondary 
education (0) 


























Low SES (0) 












0.042 1 0.838 0.935 
(0.493-1.78) 
OR: odds ratio 
CI: confidence interval 
* p<0.05 
 
Table 3. Multivariate logistic regression analysis of sociodemographic characteristics as 
predictors of admission to EPU following an act of DSH (n=174). 
Predictor Β s.e. Wald x2 P OR 95% CI 
Gender (Male) -0.28 0.35 0.62 0.43 0.76 0.38-1.51 
Relationship 
status (Not in a 
relationship) 

















0.57 0.46 1.54 0.21 1.76 0.72-4.32 
SES (Low 
income 
ZAR76 800 or 
less) 
-0.01 0.36 0.00 0.99 0.99 0.49-2.00 
OR: odds ratio 
CI: confidence interval 
 
Clinical factors associated with admission to the emergency psychiatry unit: 
Table 4 shows results of the bivariate analysis of clinical characteristics associated with 
admission to the EPU, and Table 5 shows the results of the multivariate analysis.  None of the 
clinical variables was significantly associated with admission to the EPU in bivariate or 
multivariate analysis. The multivariate model was statistically insignificant [x2(7) =1.411, 
p=0.99] and only accounted for 3% of the variance in admission (Nagelkerke R Square = 0.03), 
suggesting that this combination of clinical characteristics did not account for the decision to 
admit a DSH patient to the EPU. 
 
Table 4. Bivariate analysis of clinical characteristics associated with admission to the EPU 
following an act of DSH, (n=174). 
 Admitted 








Method of DSH: 
Damage to body tissue (0) 
Self-poisoning (1) 




























0.267 1 0.605 1.21 
(0.581-
2.54) 
Chronic substance use: 
Yes (1) 
No (0) 









0.031 1 0.860 0.946(511-
1.752) 
Level of suicidal intent:  
Moderate to low suicidal intent 
(i.e. PSIS score 11 or lower) (0) 
High suicidal intent (i.e. PSIS 














0.004 1 0.952 0.975 
(0.427-
2.23) 
Level of consciousness (LOC) 
on admission: 
Minimal depression in LOC (0) 
Moderately to significantly 














0.071 1 0.789 1.12 
(0.497-
2.51) 
Suicidal versus non-suicidal 
self-injury: 
Suicidal self-injury (1) 











7 (7.8) % 




History of previous DSH (1) 










0.895 1 0.344 0.705 
(0.341-
1.46) 
 OR: odds ratio 
 CI: confidence interval 
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Table 5. Multivariate logistic regression analysis of clinical characteristics as predictors of 
admission to EPU following an act of DSH (n=174). 
Predictor Β s.e. Wald 
x2 
P OR 95% CI 
Method of DSH -
0.183 
1.076 0.029 0.865 0.832 0.101-6.853 
Substance use at the time 0.690 0.751 0.842 0.359 1.99 0.457-8.69 
Chronic substance use 0.422 0.688 0.375 0.540 1.52 0.396-5.87 
Level of suicidal intent -
0.033 
0.596 0.003 0.956 0.967 0.301-3.12 
Level of consciousness on 
admission 
0.513 0.751 0.466 0.495 1.67 0.383-7.28 
Suicidal versus non-suicidal 
self-injury 
0.048 0.579 0.007 0.934 1.05 0.337-3.27 
Previous DSH -
0.084 
0.527 0.025 0.873 0.919 0.327-2.59 
 OR: odds ratio 
 CI: confidence interval 
 
Stated intentions of self-harm associated with admission to the emergency psychiatry 
unit:  
Table 6 provides the results of the bivariate analysis comparing differences in the patients’ 
stated intentions for engaging in DSH between those admitted to the EPU and those treated in 
the ED and discharged. There were no statistically significant differences between the two 
groups. The multivariate model was also statistically insignificant [x2(7) = 5.698, p=0.58] and 
only accounted for 5.2% of the variance in admission (Nagelkerke R Square = 0.052), 
suggesting that the decision to admit the patient to the EPU was not associated with the stated 






Table 6. Bivariate analysis of the stated intentions of DSH associated with admission to the 






















0.293 1 0.589 1.23 
(0.579-
2.62) 









0.325 1 0.568 1.32 
(0.505-
3.47) 









0.267 1 0.605 1.21 
(0.581-
2.54) 












1.72 1 0.190 1.54 
(0.807-
2.92) 















0.667 1 0.414 1.69 
(0.475-
5.98) 
 OR: odds ratio 
 CI: confidence interval 
 
Stated reasons for DSH associated with admission to the emergency psychiatry unit:  
Table 7 provides the results of the bivariate analysis comparing differences in stated reasons 
for DSH patients admitted to the EPU, compared with those treated in the ED and discharged. 
No statistically significant differences were observed between the two groups of patients. A 
multivariate analysis for these predictors could not be calculated due to low numbers in some 
levels of the respective subgroups.  
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Table 7. Bivariate analysis of the stated reasons for DSH associated with admission to the EPU 
following an act of DSH (n=174). 





















2.09 1 0.148 0.555 (0.248-
1.24) 
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 OR: odds ratio 





Internationally and locally the number of mental health patients who seek treatment from EDs 
consistently increases, and as a result, there is an increased demand for emergency psychiatric 
services (Larkin, Claassen, Emond, Pelletier, & Camargo, 2005). It is important to understand 
the characteristics of patients admitted to EPUs in order to plan more effective services and to 
help clinicians determine which patients are appropriate for admission to an EPU. This is 
particularly important in resource-constrained settings, like South Africa, where there is a high 
demand for psychiatric services and a large treatment gap. A treatment gap refers to the number 
of people with an illness or disorder who need treatment but do not receive it. The treatment 
gap for people with mental disorders exceeds 50% in all countries, and approaches 90% in the 
least resourced countries (Patel, et al., 2010).  
 
This study investigated the sociodemographic and clinical factors which differentiated DSH 
patients who were admitted to an EPU compared to those who were treated in the ED and 
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discharged. Approximately half of the patients presenting to the ED following an act of DSH 
were admitted to the EPU. 
 
Of the patients admitted to the EPU, a greater proportion of patients were female (61,9%), were 
not in a relationship (83,3%), had no dependents (60,7%), were unemployed (73,8%), and had 
a low socioeconomic status (59,5%) – although all these differences were not statistically 
significant. This is largely consistent with existing literature which found that 
sociodemographic factors such as unemployment, single marital status and low psychosocial 
functioning, were associated with admission to an EPU. In contrast to our study, where females 
were more likely to be admitted to EPU, the existing literature found males were more likely 
to be admitted.  
 
Having dependants was associated with an increased likelihood of admission to the EPU in 
bivariate analysis. However, when controlling for the influence of all other sociodemographic 
variables, having dependants was no longer significantly associated with admission to the EPU, 
suggesting that this relationship is influenced by the interaction with the other 
sociodemographic factors (e.g. socioeconomic status etc.). Future studies could be designed in 
such a way that the mediating effect of sociodemographic factors can be explored. 
 
The study did not identify any clinical variables which were significantly associated with 
admission to the EPU in bivariate or multivariate analysis. This result is surprising and suggests 
that there are not detectable clinical differences between DSH patients admitted to EPUs and 
those who are treated in the EDs and discharged. Future research could explore this issue more 
carefully to investigate how clinicians make decisions about admitting patients to the EPU 
since it was not clear from the variables we investigated how these decisions were made.  
 
A validated screening tool or a more accurate measure used for the clinical correlates (e.g. 
screening tool for substance-related disorders) could have better highlighted perhaps subtle but 
important differences between these two groups. This information could help guide initial 
assessment of individuals who present to the hospital following DSH. 
 
More than a third of patients admitted to the EPU reported a history of previous DSH. This 
large proportion is important given available literature showing that risks and rates of 
readmission for suicide attempt and mortality from suicide were highest in the first two years 
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after the index attempt. This suggests a need for optimal management and ongoing support of 
those admitted for a suicide attempt, in an attempt to reduce future such risk (Gibb, Beautrais, 
& Fergusson, 2005). 
 
The ways in which patients choose to self-harm, and their stated reasons for, and intentions of, 
their DSH play a role in the costs and benefits related to hospital care and EPU admission. In 
our study, there was no statistically significant difference between EPU patients and those who 
were treated and discharged with regards to the stated intentions of DSH. Over 90% in both 
groups stated that their self-injury was deliberate (as opposed to accidental). There was also no 
statistically significant difference between the groups with regards to the stated reasons for 
DSH. Low numbers in the different categories for stated reason made it difficult to do a 
meaningful analysis. Future studies with a larger sample size could better explore stated reason 
for DSH as a predictor of EPU admission. 
 
The association between substance use and suicidal behaviour is well established; the 
relationship between substance use or substance use disorders and psychiatric admission for 
DSH is complex and less well understood. The two substance-related variables used in our 
study (‘substance use at time of self-harm’ and ‘history of chronic substance use’) did not yield 
any significant results between the EPU patients and those discharged from ED. The 
international literature illustrates apparent discrepancy on the subject, in that not having a 
substance-related disorder (Miret, et al., 2011) and lack of alcohol consumption preceding the 
attempt (Suominen & Lonnqvist, 2006) were found to be predictors of admission.  Future 
qualitative-type research will be needed to further explore the rationale for this. 
 
The problem of using suicide clinical rating scales to assess suicide intent was highlighted in 
our study, where the PSIS was used as a proxy for level of suicidal intent. A greater percentage 
(36,9%) was admitted to EPU with ‘moderate to low intent’, than with ‘high intent’ (20,2%). 
In 42,9% of EPU admissions the PSIS score was unknown. Inter-rater variability is a well-
accepted limitation of the use of such scales. 
 
It is assumed that clinical discharge decisions were appropriate, but there is no standardised 
measure of such a decision. The decision to admit or discharge a DSH patient may be 
influenced by external factors, such as fear of litigation or, in the setting of managed health 
care systems (i.e. private healthcare), where authorisation for admission needs to be obtained 
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(Baca-García, et al., 2004). It is likely that these factors would have been less relevant in 
admission decisions in the public sector hospital in which our study was conducted. 
 
One of the limitations of this study was the small sample size. As such, it is necessary to 
interpret the results with caution. Findings were based on one urban hospital setting and 
therefore are not generalisable. Also, the data, that made up the database, were collected as part 
of the routine administration and treatment of DSH patients at the hospital, rather than 
specifically for research purposes. While the use of routine hospital admission data in DSH 
research is reasonably reliable (Sellar, Goldacre, & Hawton, 1990), it is possible that 
information for some patients admitted for DSH may have been miscoded. 
  
Most of the research into DSH has been done in relatively well-resourced countries. The 
barriers to accessing mental health care and resource constraints characteristic of South Africa 
need to be borne in mind when considering and comparing the results of our study.  
 
This study did not include age, history of psychiatric illness or patient’s attitudes towards their 
DSH as clinical variables. History of psychiatric illness, having a psychiatric diagnosis and/or 
previous psychiatric inpatient treatment were consistently identified in the international 
literature as being associated with EPU admission following DSH. Retrospective attitude 
towards the attempt was a significant predictor in determining whether to admit (Miret, et al., 
2011) (Baca-García, et al., 2006) and thus would have been useful to include. 
 
Non-clinical factors, such as the time or the day of presentation to ED, were also not included 
in this study, and the study was limited to the treatment practices at one urban hospital. Given 
the limited availability of staff at the hospital after hours and on weekends, it is possible that 
important cases were missed. The literature suggests that these non-clinical factors of DSH 
presentations strongly influence patterns of EPU admission. 
 
We did not find any significant differences in the sociodemographic or clinical correlates 
associated with an admission to the EPU compared to being treated in the ED and discharged. 
Therefore, in future, we need to consider the importance and implications of finding these 
differences out. What might be a more pertinent question is whether, and for whom, admission 
to the EPU is more effective at treating DSH and ensuring safety (both short- and long-term) 
than, for example, outpatient treatment or some other form of community intervention and 
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prevention strategy. Future research could explore alternatives to admission, and the different 
types of intervention and prevention efforts available to individuals who present to an ED, and 
determine the efficacy of using these strategies to reduce DSH. This could reduce some of the 
burden on our resource-constrained hospital settings. 
 
Clinical patient-related factors, such as psychosis or having a suicide plan, continue to represent 
perceived risks for DSH patients that influence hospitalisation decisions, but it remains to be 
demonstrated whether such factors are associated with suicide acts and whether hospitalisation 
decisions, based on these factors, successfully reduce such acts (Goldberg, Ernst, & Bird, 
2007). Prospective, cohort-type studies are needed to further investigate this. 
 
Ultimately the decision to admit a DSH patient to an EPU is based on the decision-making 
process and clinical judgement of the attending clinician. Clinician-related factors that 
influence admission decisions is an important area for future research. The aim of this study 
was to identify patient variables which may be closely related to the clinical decision of 
admission. There is no proof, however, that such variables do support the individual clinicians’ 
decisions (Baca-García, et al., 2004). It would also be useful to identify situations in which 
clinicians err in their decision-making i.e. admitting low-risk DSH patients or discharging high-




The lack of significance in the sociodemographic or clinical factors associated with an 
admission to the EPU (compared to being treated in the ED and discharged) is surprising. At 
face value it suggests that there are no obvious differences between the two groups. The use of 
a validated screening tool or more accurate measure of the clinical correlates could have better 
highlighted perhaps subtle differences between the two groups. It is perhaps more important to 
question whether the perceived risk factors in DSH patients are associated with suicidal 
behaviour and whether EPU admission, based on these factors, is more effective at treating 
DSH short-term, and reducing suicidal behaviour long-term, than say outpatient-based 
interventions. Clinician-related factors that influence admission decisions following DSH is 
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DSH epidemiological study data capture form 
 
Sex:  
Male     Female 
Age: 
Ethnicity: 
Black Asian Coloured White Unknown  
Home language: 





South African Other 
 
Religion 
Christian Islam Hindu Catholic Other Not known 
 
Marital status: 
Single Married Separated Divorced Widowed 
 
Number of dependents (children): 

















Income level (SES): 
 
Method of DSH: 







Tricyclics   
Anti-psychotics  
SSRIs  
Analgesics   
anti-hypertensives  
iron tablets  
antiepileptics,  
antibiotics  
oral hypoglycaemic agents  
Unknown  
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Paracetamol   







Ingestion or inhalation 
of poison 
Organophosphate  











   







 Site of wound(s): 
 
 
   
Immolation    
   
Hanging    
   
Asphyxiation   
 
 
Severity of the act: 
 Duration of admission 
 
 
Level of admission 
Seen in casualty and discharged  
Admitted to C13 (short stay medical unit)  
Admitted to another medical unit  
Admitted to high care  
Admitted to ICU  
 




Oral medical treatment 
IV medical treatment 




GCS on admission  
 
Stated intention: 
To Die  
To regulate the behaviour of someone else  
To regulate emotional state  
To escape a situation  
Implosive act  
To communicate something (e.g. distress)  
Mistake  
Not known  
Other (specify)  
 
Stated reason for the attempt: 
Financial concerns  
Marital / romantic relationship issues   
Family conflict  
Medical illness  
Psychiatric illness  
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Bereavement   
Academic concerns (exams or performance at school/university)  
Other (specify)  
Not known  
 
Previous attempts: 
Not known  
No previous attempts  
One previous attempt  
Multiple (2 or more) previous attempts  
 
History of psychiatric illness (Has the patient received a psychiatric Dx prior to this act of 
DSH?): 
Unipolar mood disorder  
Bi-polar mood disorder  
Anxiety Disorder  
Personality Disorder  
Psychotic Illness (Schizophrenia)  
Substance dependence   
Post-Traumatic Stress Disorder  
Adjustment disorder  
No psychiatric Dx  








Current Psychiatric Dx (On assessment following the act of DSH): 
Unipolar mood disorder  
Bi-polar mood disorder  
Anxiety Disorder  
Personality Disorder  
Psychotic Illness (Schizophrenia)  
Substance dependence   
Post-Traumatic Stress Disorder  
Adjustment disorder  
No psychiatric Dx  







Receiving psychiatric treatment prior to admission: 
Yes No Not-known 
 
 Receiving psychological treatment (psychotherapy) prior to admission:  
Yes No Not-known 
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HV+ HIV- Not-known 
 
 







Cannabis    
Methaqualone (Mandrax)  
Cocaine    
Methamphetamine (Tik)    
Heroin   







Not know  
 
History of substance abuse: 
Alcohol abuse  
Cannabis Abuse  
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Benzodiazepines  
Methaqualone (Mandrax)  
Cocaine Abuse  
Methamphetamine (Tik) Abuse  
Heroin   
Solvents   
MDMA (Ecstasy)  
Flunitrazipam (Rohypnol)  
Ketamine    
Wellconal (Pinks)  
 
Psychiatric Plan: 



















Input from psychologist 
No 
Yes (specify) 




Discharged without follow up 
Discharged with follow up at community clinic 
Discharged follow up at DCAP 
Discharged with follow-up with drug/alcohol rehab 
Discharged with follow up in J2 psychiatry 
psychology 
Discharged with referral made to therapeutic unit 
G22 
VBH ward 1 
LGH ward 15 
Admission C23 (emergency unit) voluntary    assisted involuntary 
G22 (therapeutic unit) voluntary    assisted involuntary 
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Record of follow up: 
No record of follow up 
Record of follow up 
Not known 
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Hospital approval for epidemiological study 
Signature removed 
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